INTRODUCTION
About 0.5% of our population in the United Kingdom are estimated to suffer from chronic leg ulcers (1). In a study in Scotland ten patients per thousand of population were diagnosed as having this condition; one third starting before the age of fifty; the average length of time that ulcers persisted being fourteen years, with 3-4 episodes of ulceration. In the Bristol area there are approximately ten cases treated in each Health Centre; this being a prevalence rather than an incidence, which is more difficult to estimate.
There is a tendency to consider a chronic leg ulcer as a single entity when it is usually a sign of one of several underlying disorders. 85% are venous in origin, 10% are arterial, the remaining 5% being due to trauma, infection, neoplasm, artefact such as self-mutilation, pyoderma gangrenosum, vasculitis, and other rarities (2) . In this review only chronic venous ulcers will be considered.
In most cases the clinical diagnosis of a venous ulcer is relatively straightforward. It is typically situated over the medial malleolus, oval or serpiginous in shape and shallow-muscle, fascia or deeper tissues are only rarely exposed (3, 4) . The site varies from a few square millimetres to the whole ankle circumference (the gaiter ulcer). It (4) . In addition, the dressing should be water and bacteria impermeable, sterile, and thermally insulating (9 (11, 12) . Most common infecting organisms are Pseudomonas aeruginosa, Staphylococcus aureus, Proteus; with B-haemolytic Streptococcus causing the worst delays in healing (13) . Removal of Staphylococcus aureus from an ulcer is associated with significant increase in the healing rate (14) . Other trials support these findings, but some ulcers heal satisfactorily despite heavy colonisation by Pseudomonas (14) .
Trials of topical antibiotics used in ulcers have on the whole been inconclusive. Metronidazole, active against anaerobes which are relatively uncommon ulcer organisms given orally was claimed to help the healing of stasis ulcers (15) (13) . The shape of an ulcer influences the rate of healing; because it heals from the epithelial edge, the larger the circumference to area ratio, the more rapidly it should heal. Hence circular ulcers heal the slowest (13) . In future trials group comparability may require to take ulcer shape into account.
The influence of duration of an ulcer is also significant. Statistical analysis concludes that 'the longer an ulcer has existed, the longer it will continue to exist' (13) 
